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{F 000} | INITIAL COMMENTS {F 000}
This visit was for the Post survey revisit (PSR) to
the Recertification and State Licensure Survey
completed May 6, 2011.
Dates of Survey: June 22, 23, 2011
Facility Number: 001203
Provider Number: 155516
AIM Number: N/A
Survey Team:
Julie Wagoner, RN - TC
Tim Long, RN
Census bed type:
SNF: 28
Total: 28
Census Payor type:
Medicare: 28
Total: 28
Sample: 06
Parkview Memorial Hospital - CCC was found to
be in compliance with 42 CFR part 483, subpart B
and 410 IAC 16.2. in regards to the PSR to the
Recertification and State Licensure Survey.
Quality review completed 6/24/11
Cathy Emswiller RN
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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program participation.
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